A patient developed severe exertional dyspnoea and stridor eight months after a right pneumonectomy for a carcinoid tumour, with a progressive loss of lung function. These events were the result of compression of the left main bronchus against the vertebral column by the mediastinal contents, which had shifted into the right hemithorax with the herniated lung.
the hilar glands, consistent with inactive tuberculosis.
Postoperatively her FEVy was 1-75 (predicted 3 05) litres. Eight months after operation she noted increasing cough, wheeze, and exertional dyspnoea. On examination she had inspiratory and expiratory stridor and tracheal deviation. Her FEV, was 0-95 1 (table), with no reversibility after inhalation of terbutaline or three weeks' treatment with oral prednisolone (40 mg/day). A chest radiograph showed that the mediastinum and left lung had herniated into the right hemithorax (fig 1) . Bronchoscopy showed a bowing indentation causing pronounced narrowing half way along the left main bronchus.
Static lung volumes ( Tracheobronchial malacia,'0 the weakening of cartilage and myoelastic elements as a result of prolonged pressure, leading to partial or complete airway collapse, particularly during coughing, has been found in three children after right pneumonectomy.671l It is complicated by an increased incidence of pulmonary infections. The increased elasticity and compliance of the lung and mediastinum in the young may explain the higher incidence of this rare complication in children.8 We are not clear why this should have occurred after a right pneumonectomy in our patient.
In the original case report9 the left lung was retumed to the left hemithorax by suturing four silastic implants, similar to those used in augmentation mammoplasty, into the right hemithorax and thus filling the redundant space. An appended editorial comment states that in three similar cases, all following right pneumonectomy, suturing the right side of the pericardium to the left anterior chest wall was successful in correcting the rotation and removing the compression of the airway.9 At operation our patient had adhesions and the risk of lung damage during mobilisation precluded such an attempt.
The possible use of a silastic tube prosthetic stent was discussed; in a relatively young woman, however, without a malignant condition a decision was made to attempt corrective surgery. The recent description of the use of expandable metal stents in the treatment of bronchial obstruction'' raises the possibility of an alternative approach in this patient. Such an attempt would be experimental and the patient does not want any further intervention at present. nounced in the lower lung fields and subpleural areas in keeping with cryptogenic fibrosing alveolitis. Two intrapulmonary masses, 2 and 3 cm in diameter, were also seen in the right lower lobe in association with the reticulonodular densities. Ventilatory function was normal; transfer factor for carbon monoxide was 63% predicted.
A right lateral thoracotomy disclosed a serosanguinous effusion and diffuse pleural fibrosis and nodularity. A right lower lobectomy was performed.
Gross examination of the resected lobe showed diffuse honeycombing, especially in the subpleural areas of the lung. There were also two separate masses within the honeycomb area, measuring when fixed 3-0 x 15 x 15cm and 12 x 10 x 0-5 ci. The 
